composed of a chief resident and junior resident were selected to present a recent complication, complete an RCA, and present the findings to the Urology Department. A mixed methods approach was used for analysis consisting of quantitative assessment of performance and qualitative feedback of the curriculum's value, strengths, and limitations.
INTRODUCTION AND OBJECTIVES: Despite societal acceptance of lesbian, gay, bisexual and transgender (LGBT) people, sexual minorities continue to face health disparities. There is limited data on the interactions of urologic providers with LGBT patients. We sought to assess attitudes, knowledge and practice patterns of urologists regarding LGBT patients.
METHODS: A 46-item online survey was administered to urologists from around the country. E-mail invitations were sent to the American Urological Association (AUA) Western Section, and academic urology departments within the United States. The survey assessed demographics, attitudes, knowledge, and practice patterns. The Chi-Square test was used to compare the distribution of responses, and multivariate regression analysis was used to determine the independent effect of age, year of graduation, gender, training in LGBT care, and the estimated volume of LGBT patients.
RESULTS: 112 adult urologists responded to the survey (89 males, 23 females). More respondents reported being very comfortable discussing sexual health with heterosexual patients compared to LGBT patients (80.2% vs. 64.3%, p<0.0001). A majority (62.5%) of urologists do not ask patients about their sexual orientation, and 26.1% assume their patients to be heterosexual upon first encounter. While 58.9% of urologists said they were well informed on LGBT health issues, on average, <50% answered the portion of the survey testing physician knowledge correctly. A majority of participants (73.9%) reported less than 5 hours of education on how to care for LGBT patients in medical school or continuing education, and 72.7% felt that more training through professional societies is necessary. Urologists reporting > 5 hours of LGBT training were more likely to think it important to know patients 0 gender identities (p[.0006). Those willing to be listed as LGBT-friendly providers, as well as urologists whose patient panels were estimated to be > 6% LGBT were significantly more comfortable with LGBT patients (p [0.02 and 0.007, respectively). No significant differences in responses were noted between male and female urologists.
CONCLUSIONS: We found low levels of inquiry about patients 0 sexual orientation among urologists. Most respondents were comfortable with LGBT patients, despite limited formal training on LGBT healthcare. However, there were significant knowledge gaps about
LGBT urologic healthcare, and the majority of respondents felt the need for more education on LGBT health.
Source of Funding: none

MP15-14 EVIDENCE FOR GREATER MISCODING DUE TO OVERLY COMPLEX ICD-10 BLADDER CANCER CODES
Hannah Schaps, Brittany Adamic*, Alexander Cope, Craig Labbate, Sangtae Park, Chicago, IL INTRODUCTION AND OBJECTIVES: Two recently enacted Federal mandates dramatically impacted medical care in USA. In 2014, the adoption of the electronic medical record (EMR), and in 2015, diagnostic coding using ICD-10 were mandated. While the implementation of ICD-10 aimed to increase diagnostic detail and granularity, the quintupling of diagnostic codes has led to increased documentation burden, burnout and dissatisfaction -leading physicians to use EMR shortcuts such as "favorite" buttons for his/her most commonly encountered diagnoses. We determined whether the accuracy of the ICD-10 bladder cancer (BT) coding is compromised by the use of "favorite" shortcut buttons in the EMR era.
METHODS: We queried the Enterprise Data Warehouse (EDW) of our four hospital health system, which has used the EPIC EMR system 17 years, to care for 1.5 million annual outpatient and inpatient encounters. We included all patients diagnosed with bladder cancer (ICD-10 codes C67.0-C67.9) after undergoing TURBT or bladder biopsy (CPT procedural codes 52204, 52224, 52234, 52235, 52240, and 53314) from January 2016 to April 2018. The surgeons' operative reports were referenced to determine the accuracy of their ICD-10 BT coding in the EMR.
RESULTS: Of 131 patients, 15 underwent bladder biopsy in the office. On average, 43.1% of BT patients were given incorrect ICD-10 codes, when their tumor was compared to the findings in the operative report. Incorrect coding was widespread among our institution's urologists, with the incidence of incorrect coding ranging from 34 to 62.5%. While no statistical difference was found when comparing the least accurate to most accurately coding urologist, when the least accurately coding physician was compared to the rest of his urological colleagues, he had significantly more frequent inaccurate ICD-10 diagnoses (p <0.05) due to his common use of a "favorite" button to speed up documentation. To extrapolate our findings to a national scale, we identified bladder cancer patients in the NCDB (2014) and SEER (2014 SEER ( -2015 datasets, and found that 40% of the 49,146 and 43.4% of 37,003 bladder cancer patients respectively, had been coded as C67.9 "not otherwise specified," suggesting a similar trend nationwide.
CONCLUSIONS: The EMR documentation burden and undue complexity/granularity of ICD-10 coding have coincided to more
